This article contributes to a feminist geographic analysis of how urban food and health environments and noncommunicable disease experience may be being constructed, and contested, by healthcare professionals (local elites) in two secondary Ugandan cities (Mbale and Mbarara). I use thematic and group interaction analysis of focus group data to explore material and discursive representations. Findings make explicit how healthcare professionals had a tendency to prescribe highly classed and gendered assumptions of bodies and behaviours in places and in daily practices. The work supports the discomfort some have felt concerning claims of an African nutrition transition, and is relevant to debates regarding double burden malnutrition. I argue that a feministic analysis, and an intersectional appreciation of people in places, is advantageous to food and health-related research and policy-making. Results uncover and deconstruct a dominant patriarchal tendency towards blaming women for obesity. Yet findings also exemplify the co-constructed and malleable nature of knowledge and understandings, and this offers encouragement.
Introduction
This article starts with the call of feminist geographers to bring the experiences of individuals and 'the geographies of everyday life' (Dowler and Sharp 2001, 171) to research, and to consider phenomena not only from a macrolevel but also at the scale of the body, the household, the community (Dowler and Sharp 2001; McDowell 1999) . Feminist geographers have explored how to take multiple and diverse viewpoints (Hiemstra and Billo 2017; McEwan 2001) into account and how to ground discourses 'in practice (and in place)' (Dowler and Sharp 2001, 171) . Consideration of the 'material conditions of everyday life' (Preston and Ustundag 2005) and the intersectional (Valentine 2007 ) and multi-layered nature of people and places (Massey 2004) are necessary for nuanced understandings of material or discursive phenomena. In addition, feminist geographers have highlighted how representations of individuals and categorisations of classed, gendered, or otherwise prescribed bodies, 'are constructed and reconstructed around political and patriarchal boundaries through discourses' (Dowler and Sharp 2001, 173) , playing out across interlinked scales. An aim of this article was to explore how I could contribute to such calls by conducting a feminist geographic interrogation of my Ugandan research material, and what such an approach might reveal. I thus explore material and discursive (re)presentations of the urban food and health environments, through focus groups discussions (FGD) with local healthcare professionals, in two cities: Mbarara and Mbale. The research question was twofold: how do healthcare professionals in these cities experience, understand and interpret the food and health environments of the people they support? Secondly, what factors, processes or behaviours, in their experience, may be influencing perceived changes in food and health circumstances? I was interested in how healthcare personnel represented such phenomena, and whom they described as being more, or less, affected. In addition, I explore their reactions to findings from a 2015 household survey in these cities, with which I was involved (Mackay et al. 2018) . The survey depicted socio-economic and geographic inequalities in relation to diets, food security, and non-communicable disease (NCD) experience (such as diabetes, hypertension, obesity) that cast doubt on commonly assumed causal processes as espoused by nutrition transition theory (Popkin 2001) .
Findings make explicit some (of likely many) localised discourses on identity and representation among healthcare professionals, regarding men and women's bodies, behaviours, and food and health experiences within these Ugandan cities. Findings support the discomfort concerning claims of African nutrition transition (Riley and Dodson 2016) , and are relevant to debates regarding double burden malnutrition (Shrimpton and Rokx 2013) and rising non-communicable disease (Swinburn 2013) .
The article continues by outlining nutrition transition theory, and key components of a feminist analytical approach, before providing some Ugandan contextual background. I describe data collection and analysis under methodology, before discussing the results of applying a feminist geographic lens to the focus group data through thematic content and group interaction analysis. The article contributes to feminist scholarship on how food and health-related issues may be being constructed and contested in these Ugandan cities. I do not claim representativeness of all healthcare workers, nor of all secondary cities. Findings are time and place-specific. Nevertheless, insights revealed may be of some relevance to other Sub-Saharan African communities experiencing similar food and health-related circumstances in similar socio-economic contexts.
Nutrition transition theory
There has been much recent discussion of nutrition transition theory, and the implications of urbanisation for food, health and livelihoods in cities, particularly those of Sub-Saharan Africa (Popkin, Adair, and Ng 2012; Swinburn 2013; Steyn and Mchiza 2014) . The theory arises from the work of Barry Popkin and is informed by modernisation theory assumptions (Nhema and Zinyama 2016) . Essentially it describes how as societies consolidate in more urban environments the systems of food production, distribution, and access evolve from more local, small-scale and unprocessed forms to food systems characterised by longer supply chains and more processed and industrial foods (Popkin (1998 (Popkin ( , 2001 ). Interrelated with such changes are assumed lifestyle and dietary transitions leaving people less physically active (farm less, work sedentary jobs in denser communities) with more diverse diets with higher animal fat and refined sugar content (ibid). Linked to, and usually taken to be a result of these nutritional, lifestyle and food system changes, are epidemiological changes where urban residents becomes less affected by undernutrition and infectious diseases and more affected by NCDs (ibid).
Uganda is generally described as a country at early stage food system transition (Haggblade et al. 2016) , particularly outside the capital of Kampala. Additionally, the country is not highly urbanised country with just 23.8% urban (UN 2018) though future rapid growth, particularly in secondary cities, is anticipated (Satterthwaite, McGranahan, and Tacoli 2010; Schwartz et al. 2014) . The country thus might not be expected to display advanced nutritional, food system and epidemiological transitions. Indeed previous research does suggest that nutritional and food system changes are not highly advanced in Mbale and Mbarara, yet NCD experience is already keenly apparent (Mackay et al. 2018) . Other studies of NCD presence within Uganda also suggest that the claims of nutrition transition theory, especially regarding causes of epidemiologic change, require careful nuance and contextualisation (Kavishe 2015; STEPS 2014) . Nutrition transition theory, and international agencies, tend to paint coherent images of change, but recent work recognises contextual, pyscho-social and city-specific influences of urban food and health environments and decision-making, and call for specificity (IFPRI 2017; FAO 2017) similar to the calls of feminist geographers outlined earlier.
Research approach: a feminist geographic lens I interrogate nutrition transition theory, and my research material, from a 'third wave' (Moss 2002, 3) feminist geographic epistemology. Third wave feminism is concerned with social justice across a multiplicity of difference for both men and women, including income, race, class and ethnic grouping rather than exclusively focusing on a homogenised conceptualisation of 'women' as first-wave feminism did, or the more deconstructionist second wave feminism that recognised female differences such as black women, queer women, low-income women (for elaboration on evolving feminisms see Moss 2002, 2-3 and 21-24) . Feminist geographers have applied themselves to 'spatializing the constitution of identities, contextualizing meanings of places in relation to gender, and demonstrating how gender as a social construction intersects with other socially constructed categories within particular spatialities … ' (Moss 2002, 3) . Geographers have also been concerned with the relevance of, and yet fluidity associated with, space (Massey 2004) . Embodied and emplaced socio-spatial practices characterise both places and behaviours in specific and evolving ways (McDowell 1999) . These sociospatial practices are created and reproduced by 'relations of power and exclusion' (McDowell 1999, 4) . My analysis reveals gendered and classed assumptions of bodies, behaviours, and embedded power structures, which make up the mutually constitutive (ibid) socio-spatial practice of people and place in Mbale and Mbarara.
A feministic analysis embraces intersectionality (Valentine 2007) as essential for a sophisticated understanding of how the multiple, sometimes conflicting, markers of a person's position in their society such as age, religion, ethnic grouping, legal status, sexual preference, cultural background (Preston and Ustundag 2005) , might enable or constrain their food and health situation. These factors affect an individual's social location (McGibbon et al. 2014) which in turn influences that person's interpretations of, and access to, material and pyscho-social underpinnings for life (ibid).
It is unwise to claim to use feminist approaches to topics including eating behaviours, body image and natural science classifications such as obesity without acknowledging the discomfort many feminists have had with such investigations and biological categorisations. There is a history of critique where the 'impasse sits on an ontological and epistemological divide' (Warin 2015, 50) . Material feminism offers a bridge over this impasse as it tries to 'register the inextricable entanglements of bodies in time and place, with histories, the socio-political and the material' (Warin 2015, 52) . I take this material feminist view which understands that obesity and other NCDs are not predetermined biological truths (as some natural science research might imply), but neither are they purely social constructions (as some feminists have proposed) (Warin 2015) .
Ugandan gender relations and food and nutrition context
In 1995 the government of President Yoweri Museveni made a public commitment to women's equal rights in the constitution (Mbire-Barungi 1999). There have been shifting discourses in Ugandan gender relations. The discourse of women's rights as human rights is 'refracting gender relations in new ways in Uganda, creating fault lines and tension that destabilize prevailing notions of male authority and men's proper roles' (Wyrod 2008, 801) . Twenty years of government-led championing has had positive impact, claims Wyrod, describing a destabilising of 'conventional notions of masculinity, opening up space for new formulations of African masculinities, both hegemonic and transgressive' (Wyrod 2008, 818) but that for still too many 'men's authority within the home remains uncontestable' (Wyrod 2008, 819) . These representations of the masculine ideal of the 'provider', and of female dependency (Miller et al. 2011 ) are clearly depicted and hotly debated during my FGDs. Such depictions are not without contestation, with signs that younger men, in particular, may be resentful of expectations (Barratt, Mbonye, and Seeley 2012) .
Emplacing nutrition transition claims
Mbale is located in the mountainous region towards the border with Kenya and the core urban area houses approximately 70,000 people. Mbarara is the administrative centre of the Western region located at a major road junction on the high plateau with approximately 90,000 population (see (Mackay et al. 2018 ) for more on the cities). My 2015 household survey collected data from 1000 households per city. Analysis led to the conclusion that there was, in these two cities at that time, uncertain evidence for advanced nutritional and food system transitions (Mackay et al. 2018 ). Yet the presence of NCDs-often claimed to be caused by changing food and nutritional systems-were clearly apparent (ibid). In addition, body mass index data was highly gendered with 60% of underweight adults being male and 83% of overweight/obese adults being female. Other studies have found such greater female obesity prevalence and high diabetes and hypertension burden (Schwartz et al. 2014; Maher et al. 2011 ). These findings complicate claims from nutrition transition regarding how such urbanisation, food and health transitions interlink (Mackay et al. 2018 ). An intention with the FGDs was to further explore these food and health circumstances from the healthcare professionals' perspectives.
Methodology
Positioning My research approach is constructivist: I recognise that my very presence in the social context that I am investigating, and how those I wish to interview perceive me, influences, and thus is a part of, the research process (Lincoln, Lynham, and Guba 2011) . This is true of any type of research action but is perhaps especially clear when I as an obvious outsider (betrayed by my white colour, blue eyes, Scottish accent, body language, choice of attire) am researching in a Ugandan context. I am also female, and clearly perceived as that locally. I am a geographer, interviewing healthcare professionals about health and food. I was introduced to participants by my local collaborator as a PhD student in geography who had been working with issues surrounding health, food and farming in their cities since 2015. Thus I was not presented as a health expert, and I suspect that the denotation of 'student' perhaps put participants at ease more quickly than if I had been presented (or attempted to present myself) as an experienced healthcare professional. Overall, it is my feeling that my presence with this research was perceived with interest, politeness and engagement. My thoughts here attempt to highlight my positioning as researcher. This is clearly partial, written from my own perspectives, but nevertheless an essential part of attempting to work in a feministic manner (Mkandawire-Valhmu and Stevens 2007; Moss 2002) .
Data collection
The cities were purposively chosen by counterparts at Makerere University as secondary (for the country's urban profile) and rapidly growing. The focus group discussions (FGD) took place in February and March 2017, one in each city. Healthcare professionals were key informants considering the diets, food environments, and health circumstances of the urban communities they served. Feminist geographers have written about the value of focus groups to geographic research (Pini 2002) . This is particularly when exploring 'meaning, identity, subjectivity, emotion, affect, politics, knowledge, power, performativity and representation' (Longhurst 2003, 113) as this study aimed.
One FGD lasted one hour, the other 45 minutes. There were a total of eleven participants (seven in one city [three females, four males], four in the other [three females, one male]). A senior healthcare-related member of the Municipal Council had invited participants from their network of community clinics. They announced it as a voluntary opportunity, and, as such, a number of participants failed to show up, implying to me that they did not feel obligated. The aim was not for statistical representativeness of health workers nor city communities, but rather towards thick description (Holliday 2016) . As well as viewing the FGDs as data, I agree that 'the interactions that occur among the participants can yield important data' (Onwuegbuzie et al. 2009, 2) . I conducted the focus groups in English. This did not appear to be a problem since English is the national language of Uganda and all education is conducted in English and these were tertiary-educated individuals.
Transcripts were audio recorded, with permission, and I later transcribed the recordings, yielding 35 pages of transcripts totalling 15,000 words. Immediately after an FGD I would write a field journal (occasionally discussing with my Ugandan colleague), recording my reflections, observations, the atmosphere, body language, questions that provoked humour, confusion or consternation (Moss 2002; Pini 2002) . These journal notes comprise an additional 10-page data source important for analysis of group interaction.
FGD participants comprised five female 'In-Charge Nurses' (their positions titles, denoting senior ranking nurse manager of a local health clinic) in total (two in one FGD, three in the other). They ranged in age from an estimated 45-55 years. There were two (one per focus group) male medical doctors (one in his late 30s and one in his late 50s). In the larger focus group there was also one senior female health manager at the municipal council (est. age mid-50s) and a more junior male working in a similar capacity with health policy and inspections (est. late 20s). Finally, there were two more junior males (one a recent university graduate and another est. 30 years) who both worked in local clinics with health education and community outreach, and were both quite new in their jobs. The In-Charge nurses had many years experience dealing with patients (diagnostics, treatment) but were now also involved in clinic management. FGD participants also said they were involved in meetings with health planners and decision-makers and thus had some influence on policy-making. Those working in health planning were not involved in primary care. With these compositions one could suggest that I am 'studying up' (Hiemstra and Billo 2017) and dealing with elites (England in (Moss 2002) ).
Data analysis
I first employed a thematic content analysis of discussion in response to questions on the food environment, diets and NCDs, and then I analyse the group interaction. I have changed names to preserve anonymity and I chose not to make explicit which data was from which city since these are small professional communities. I was the only person involved in analysis. Thematic content analysis entailed labelling (or coding) each text section, as close to the data as possible, to capture the main thrust. After this, I grouped similar pieces of data (same topic or making similar suggestions) to create broad categories. I then re-read the text, further reflecting on main points, and looking for more procedural or causal suggestions made by participants. Further sorting and reclassifying followed an abductive iterative exploratory process (Locke, Feldman, and Golden-Biddle 2015) . This process led me to three overarching themes (see findings). I then analysed the group dynamics and participant interaction, inspired by Onwuegbuzie et al. (2009) . They argue that considering the argumentation and dispute, the consensus built or not built, during FGDs provides crucial insights. The data that informed this interaction analysis of key players, which ideas came from whom, the overall atmosphere, comprise my field journal, my memories, discussion with my Ugandan colleague, the written transcripts and audio recordings (Pini 2002; Moss 2002) . Analysis of the performativity (Longhurst 2003) and group interaction (Onwuegbuzie et al. 2009 ) within FGDs, is another source of data which enriches findings (Pini 2002) .
Findings from thematic content analysis
In both FGDs participants started talking first about malnutrition, and communicable diseases (malaria, pneumonia). However, they noted declining case numbers with improved diagnostic abilities and vaccination programmes. Both FGDs thereafter described a growing trend towards non-communicable diseases, with obesity, hypertension and diabetes increasingly present (even in youth). Figure 1 provides visual representation of the three major themes arising from my thematic content analysis, showing example quotes. The figure is not in any particular order, does not present consensus and is not a model, rather a descriptive presentation. I labelled the themes 1) Urban Environment, 2) Practical Agency, 3) Perceptions and Representations. Within urban environment were participants' descriptions and reflections upon urban lifestyles, specificities of the urban food environment and some aspects of the constraints of urban life upon daily-lived experience. Theme 2, termed Practical Agency, describes the agency of urban residents to make decisions regarding their food and health environments within the parameters of the urban environment (as perceived by FGD participants). The third theme of Perceptions and Representations captures the depictions, claims and counter-claims made by the healthcare professionals of the urban communities that they serve. I have superimposed, in Figure 1 , my reflections of where views and experiences seem to accord with nutrition transition theory propositions, and highlight a key mismatch: that of practical agency, where people are forced to focus on lower diversity carbohydrate-dense diets due to practical needs for satiation within budgetary restrictions. The remainder of this section discusses these themes.
Influence of the urban environment
The claims of FGD participants regarding sedentary urban lifestyles, less physical jobs, more moving by car or motorcycle, greater use of oil for cooking and a lack of time for, or cultural interest in, physical exercise (see Figure  1 ) are quite in line with claims of nutrition transition theory (Popkin 2001) . Some FGD participants did raise the idea of change over time, suggesting these factors as part of a transition from rural to urban ways: Also … change in lifestyle … in those days people used to be feeding on these grains, erm, but nowadays chips and chicken … . They are not balancing the diet. A person is eating chicken or meat Monday to Sunday … thinking that that is good feeding. (Ebo, FGD, Uganda 2017) The participants also talked about the food available within the urban environment, a growing tendency to consume cheap high-energy low nutritional value snacks, greater meat and more fried food consumptionanother claim of nutrition transition thinkers:
Because there the majority of the people [working] in town … their condition is they eat from those restaurants where they prepare a certain type of foods hhmm? The macroni [as in pasta], fried meats, muchomo [stick of roasted meat] (Benjamin, FGD, Uganda 2017) Yet the discussions on the daily lived reality of many in their communities, particularly regarding the topic of low dietary diversity (see following sections), somewhat contradict the tenets of nutrition transition. Before considering these in more detail however, it is necessary to note (and participants took time to discuss) that the concept of 'food' is not always understood in the same way in Uganda as in a Euro-American context:
Because, you know in Africa we have a lot of foods … . We tell them that, every food that you have in the household is important. Equally important. Don't think that, when you have flour, maize flour, it's not food … . (Margaret, FGD, Uganda 2017) What Margaret is referring to is the common local understanding that 'food' refers only to the major staple food products, such as matooke (cooking bananas), potatoes, or cassava, but especially matooke. In a restaurant you might order chicken and they will ask you 'And for food?' meaning which of the major carbohydrates should accompany it (Figure 2a, circled) . Restaurants commonly serve at least three different types of starchy carbohydrate per meal (Figure 2b ). Thus posho (which can be made from maize flour, millet flour or cassava flour and is mixed with water into a mash) on its own, or with beans (one of the most common meals in these cities (Mackay et al. 2018 ) might not always be considered 'food'. Such spatially and culturally-embedded thinking is critical for food-related researchers to understand (McDowell 1999; Nagar et al. 2002) .
The focus groups further discussed carbohydrates; partly blaming them for rising NCDs (see also Figure 1 ):
Yeah we have a lot of carbohydrates! You go into families; you ask what they have to eat. You find people eat more of, of, carbohydrates, even children. Like a child feeds on potatoes, cassava. The proteins are not good. So, what happens is that you will find that people will grow fat because … their diet is not balanced (Rebecca, FGD, Uganda 2017).
Practical agency within the constraints of daily life
Urban food-related behaviour claims included the need for budget-balancing decisions that tended to sacrifice nutritional diversity for the feeling of fullness ( Figure 1 and Table 1 ).
Both FGDs described low dietary diversity as being very common, along with irregular eating patterns. As already noted, this factor that does not fit well with traditional conceptions of a nutrition transition. Charity says 'We don't have regular meals eh?' and 'the type of food also. You regularly eat and it is the same type eh. If it would be a different one. Like in the village you have fruits eh, milk … cassava … millet' (Samuel, FGD Uganda 2017).
Urban residents were presented, in contrast to rural residents, as being less able to access a diversity of foodstuffs. The health workers propose (assume?) that rural residents are more easily able to access fruit, vegetables and a greater diversity of (more nutritious) carbohydrates because they farm such produce or live close to those who do. The poorest urban residents are less able to farm such produce or to purchase such produce in urban markets due to price and the budget-balancing requirements described earlier.
In addition, some of the In-Charge nurses described the daily reality that many of the mothers they meet face whereby they are often left home with the children without any food in the house to feed them and without any money: we deal directly with the women … they are aware [here she means women are aware about good nutrition and healthy eating] … they say 'He left and he didn't even leave us with anything!' (Jasmine, FGD, Uganda 2017).
Here she is describing what they termed the irresponsible or uncaring man (Figures 1 and 3) where the man keeps money to himself and leaves for work in the morning without leaving any money for the women to provide for the family. How common this kind of man is, is of course not clear, but Jasmine and Amaka claimed they see this all the time and other research raise the issue of women's burden and time constraints and male prioritisations (Tacoli 2012; Wyrod 2008; Miller et al. 2011; Mbire-Barungi 1999) .
Would you like your maize boiled, mashed or fried?
Continuing within this theme of practical agency within the constraints of daily life limiting dietary diversity, as one FGD participant stated so succinctly: 'You boil, you mash, you fry, but it's all maize'. Diversity simply came from how it was cooked. Quite some time in the focus groups revolved around these claims of a low dietary diversity, and reasons for this. As I highlighted in Figure 1 , this is an area that fits less neatly with transitional thinkers' supposition that as societies urbanise their diets become more people in the slums cannot afford chips and chicken. Maybe that one is for the educated (the previous man says 'yeah') but eh … if you look at the real people who stay in the slums … .if you compare … people don't have money and ALLLLLL these other things, have to be bought. So ah, the poverty levels are really relevant. Things are expensive. Foods are expensive … you can afford having posho, beans only, you know? I mean daily. (Margaret, FGD, Uganda 2017) they eat chicomando [fried chapatti, eggs and beans, described as eaten by students and the poor] … Because of the little income … .Every other day they are eating chicomando … And you can't add a fruit, you know. Because a fruit is 1000 [UGX] . Why do I buy a mango at 1000 which chicomando is 500 and I will eat and get satisfied you know? (Margaret, FGD, Uganda 2017) diverse, higher in fat and protein, more processed (Popkin, Adair, and Ng 2012) . The common claim that obesity is rising due to 'increased consumption of foods that are high in energy, fats, added sugars or salt, and an inadequate intake of fruits, vegetables and dietary fibre' (FAO 2017, 81) as a result of urbanisation, processed foods, and less active lifestyles, does not resonate with FGD claims nor with my earlier survey and later interviews. These food system/nutritional transitions are claimed causes of epidemiological transition towards NCDs. Yet urban residents of Mbale and Mbarara were predominantly eating maize, matooke and beans with little vegetable and fruit consumption (FGDs and (Mackay et al. 2018) ). The reason for such low dietary diversity was largely, according to FGDs, daily uncertainty and financial limitations (Figures 1 and 3, and Table 1 ). Obesity in these cities, I suggest, is rather another expression of malnutrition, increasingly recognised as such (Popkin, Adair, and Ng 2012) . The health workers discussed at some length the financial cost-benefit evaluation urban residents may consider: they described the need to get maximum feeling of fullness for minimal expenditure (see Figure 1 and Table 1 ). This area of starchy carbohydrate consumption, along with its quality, processing (Mattei et al. 2015) , how it is cooked, as well as portion sizes and frequency of eating (both mentioned by FGDs) are also pertinent areas of research (for example (Gissing et al. 2017) ). As urban areas develop diets may well improve in diversity as theory proposes (Popkin, Adair, and Ng 2012) , but the discussions of Mbale and Mbarara's healthcare professionals imply that income and urban development do not always correlate, nor do they necessarily translate into linear improvements in food and health systems, as research in urban Malawi also highlights (Riley and Dodson 2016) . Figure 1 ).
Perceptions and representations
The third theme, labelled Perceptions and Representations, is my conceptualisation of what was going on when FGD participants talked about different types of people, for example, the 'urban man', 'housewife', 'rural woman'. For the large textual elements in this category I tried to assess who was being described, and what they were doing or not doing, according to focus group participants, keeping the overall research question in mind. Figure 3 reveals and explores these different categories of people represented by the healthcare professionals. It does not present consensus, nor depict causal mechanisms, but rather overviews the kind of claims presented and contested by the health workers. There is overlap here with the previous two themes of urban environment and practical agency.
There was the greatest debate (accompanied by much laughter and teasing), and greatest lack of consensus around whether men were largely the 'provider' (Wyrod 2008) or the 'irresponsible, disinterested', and around the depiction of the housewife. Table 2 shows parts of this debate, and the strongly classed and gendered views put forward: the women generally saying the men were irresponsible, the men generally claiming that women were lazy and expectant. Table 3 examines more closely the repeatedly heard claims, in both FGDs, about the housewife. This persona was put forward as a reason for why women in Sub-Saharan Africa are being more affected by obesity than men (Ziraba, Fotso, and Ochako 2009) . The 'housewife' was presented as a particular new modern woman associated with urbanisation in the minds of some of the FGD participants. She has a maid; she is idle; she just eats and gets fat; were some of the claims (Figure 3 and Table 3 ). A rural women was never described as being 'just a housewife' throughout the FGDs. She does very physical work-by this, participants' meant that she digs and hoes and plants in the garden/rural farm (Figure 3 ).
Yet a number of the women in the FGDs strongly contested this image of an idle urban housewife. The one-dimensional disempowered representation of the urban housewife also did not find much purchasing power in my 
Margaret
Working class at least, can afford some milk, you buy some sweet bananas, you can buy some fruit … but … this rural woman, sincerely, you don't have the milk. You don't even have the flour to make the porridge … . And then the income-generating activities … it's mainly, in our culture, the men that go out to fend for the families … this woman is at home … accepts whatever comes … Ronald … the men are always … more stressed [exclamation of disbelief, and chuckles from the women] … . The man is always worried about how the family is going to be. Benjamin … about occupation. Someone is in a market, based in one place. And they don't do anything else. They just sit … from one year, to another year. Or someone is a receptionist in an office … just again one position … They are not moving … Amaka … even these men … the husband leaves very early, he comes back very late, very drunk! He doesn't even want to know.
Note: Quotes here are not in consecutive order. subsequent fieldwork Mackay, 2019 (forthcoming) nor in wider research (Kinyanjui 2014 , Tacoli 2012 . Many stay-at-home women, in reality, engage in a number of practices to bring food or cash (field notes, unpublished data). Indeed, one of the participants (in a separate interview) noted that when she had been running community workshops most women (when asked about their occupation) first said they were housewives. When further probed, almost all engaged in informal activities, including sewing, washing clothes for others, farming, selling clothes, cooking food for sale (unpublished interviews). The socio-economic and demographic realities of the urban Ugandan context afford very few women the luxury of being an idle housewife (FGD, and field notes). These findings, and the obvious scepticism of the female In-Charge nurses in Table 3 , leads me to be cautious about (predominantly, though not entirely, male) claims of passive, sedentary women without agency.
Findings from group interaction analysis
My analysis of the participant interaction in the focus groups suggests that people generally felt comfortable. They were able to debate with each other and there was a good degree of lack of consensus. Humour was used liberally in disagreeing. There were periods when I just listened as participants discussed and joked, slapped hands and heartily disagreed. This happened in particular when rather provocative claims regarding women's bodies and behaviours were made. Many of the participants knew each other, though I did not feel this was a hindrance to discussion. I felt that FGDs, were deemed rather enjoyable. This was certainly in evidence from about midway when the atmosphere became quite expansive with much humorous debate. The local council participants seemed more comfortable with theoretical/policy type questions rather than discussing experiences of people on-the-ground. Those who worked clinically were more confident in their assertions of community experiences.
In one of the cities there were two men (roughly in their late 30s) who played an important 'provocateur' role. They voiced highly gender-stereotyped, somewhat naïve and (many might consider) patronising or offensive, views of women in relation to food, eating behaviours, and health. Their views also seemed somewhat divorced of the realities of lived experiences that I found during fieldwork, and what I observed of Mbale and Mbarara life. They seemed to conceive of women in a one-dimensional way as simply stay-at-home, do-nothing-housewives. This despite being in a group comprising largely career women. Those few women that did work, they said, tended to 'just sit' (Table 3) . Such claims provoked Justine and Amaka in particular, who began to challenge them (with good-natured laughter from all sides). The men took this well, and during the course of discussion, I felt I saw the men recognise they were guilty of strong generalisations, and they began to defer more to the grounded experience of these experience In-Charge nurses. At this point Robert admits 'So we don't know. We are guessing!' (FGD, Uganda, 2017) . It was also clear that these men were younger, were less experienced at service provision, being largely office-based. The concerning thing is that these two men were either in positions of some managerial authority over clinic managers (such as Jasmine and Amaka), and/or were educated to a postgraduate level.
There was not quite the same energetic debate in the second FGD, partly because there was no one making such controversial claims. However, there was definitely hot debate around the issue of why obesity in particular may be affecting women at a higher level than men, without clear consensus. These FGD participants also made similar claims about the stay-at-home housewife who did nothing but eat, and were also quick to put blame on women (Warin 2015) saying 'Women can eat too much!', (Charity, FGD Uganda 2017). There was a lack of awareness among healthcare professionals of the double burden of malnutrition (Shrimpton and Rokx 2013) and of research which suggests a link between in-utero/early childhood undernutrition and later-in-life obesity (Barker 1997; Caballero 2005; Popkin, Adair, and Ng 2012; Swinburn 2013) . There are socially and biologically gendered differences which leave females significantly more likely than males to manifest childhood malnourishment with later adulthood obesity (Case and Menendez 2009 ). Here we see the materiality of the body making itself heard-a conceptualisation in keeping with the material feminist perspective that I described under Research Approach. Work such as this highlights the importance of gendered understandings of food and nutrition-related sociospatial practices (McDowell 1999; Preston and Ustundag 2005) .
Considerations and implications

Co-construction and creative destruction
The analysis of both the content and the group-interaction in these focus groups shows clearly, in my view, a lack of intersectional (Valentine 2007) thinking by health professionals. An intersectional analysis tries to make discrimination and hidden power relations visible (ibid). The findings in this article clearly show FGD participants constructing identities (the housewife, the provider man), obscuring power relations and failing to recognise the embedded specificity of the patriarchal hetero-normal (Hovorka 2012) of the social context. Yet at the same time, I think the debate among the participants, the revelation of assumptions, and the breakdown of these, also reveals the creative co-constructed nature of our depictions of ourselves and of others (Holliday 2016) .
The obvious enjoyment participants had in the discussion, and the sense that some participants (such as Robert) had recognised their uni-dimensional characterisations, and admitted that daily life comprised a greater level of fluidity and complexity (McDowell 1999; Massey 2004 ) was empowering. In this sense then, the FGDs may have had an emancipatory effect, as Pini (2002) found. The FGDs may have facilitated a creative destruction of uncritical assumptions and a co-creation of something more nuanced, grounded and emplaced, and a recognition of socially-differentiated power geometries (Massey 2004 ) between people and place, bodies and behaviours. Indeed three different participants said afterwards that they had found it interesting and had appreciated the discussion (field notes). This was not an intention of the FGD per se, but rather something I see as a positive unplanned consequence (Pini 2002) . The topic of greater female obesity prevalence prompted energetic and contested discussions around gender roles, who was more stressed in the average household (generally, the men saying the men, the women saying the women), who was more responsible, who worked most, who ate most, who moved around more. It is my feeling that humour was deliberately used as a tool of contestation, to soften the impact of critique or disagreement. This seemed to be a productive strategy given how the more provocative claimants adjusted their position.
Normalcy, patriarchy, maternity
An overall assumption apparent in the FGDs, and it permeates all themes, is that of the nuclear family always living together under the same roof. There was no talk of households where someone worked in a distant city (which I came across more than once during fieldwork), nor of the youth, of singleparent families (comprising 30% of Ugandan see Mackay (2019 forthcoming) households (UBoS 2016), of extended family households (13% Mbarara, 33% Mbale (Mackay et al. 2018) ). There is an underlying assumption of the nuclear family. This is another example of the normalcy of patriarchy (Hovorka 2012; Dowler and Sharp 2001) , and the commonplace assumptions associated with concepts such as 'household' or 'family' (McDowell 1999) .
Of interest when reflecting on the discussions, is also what was not contained. Obvious in its absence is the lack of discussion of the fact that it is women who bear the children (relevant to female obesity). This is clearly associated with weight-gain in any time-space, and with possible difficulty losing that weight after. An additional unmentioned point is that of family planning. I was given the impression (by five or six people in subsequent interviews) that women in Uganda generally take responsibility for familyplanning and that this commonly involves contraceptive pills or hormonal injections (field notes) and that these cause weight gain. This anecdotal evidence however goes somewhat against the widespread discourse of disempowered women regarding family planning (for example (Ghanotakis 2017) ). It is not an aim of this research to investigate family planning but I mention it here precisely because it came up during subsequent fieldwork as a contributing factor to female-weight gain, yet its absence from the FGDs is striking, particularly given these were healthcare professionals. This overlooking of the female reproductive role (McDowell 1999) is an area requiring further investigation.
The power and positioning of health workers
Uganda's public healthcare provision has evolved from being one of the best in Africa during the 1960s, through decline, scarcity and corruption in the 80s, to revitalisation and successful public-private partnerships since the 1990s (Streefland 2005) . Some have suggested that prevalent healthcare regimes in Uganda remain entrenched in discourses of power (McEwan 2001, Veronese, Prati, and Castiglioni 2011) and highlight continuing colonial influences prejudicing education systems: 'Nursing knowledge continues to be grounded in Western biomedical hegemony and its philosophical premises in positivism' (McGibbon et al. 2014, 184) . I write of these concerns because such may be influencing the structures and training, thus the power and positioning, of the Ugandan healthcare professionals in my FGDs. These professionals were representatives of their local and national healthcare systems. Yet it is impossible to disentangle how much of their considerations were presented from this position of civil servants and healthcare professionals, or how much they spoke simply as educated individuals puzzling about patterns, processes and behaviours within the communities they both serve and yet were also part of. Are they reproducing Foucauldian hegemonic discourses of power (M€ uller 2008), or reductionist individualised 'healthy-lifestyle-choice' (McGibbon et al. 2014, 188) assumptions which fail to acknowledge structural determinants of health? Structural concerns socioeconomic, political, ethical influences on a society and how these interact with disease discourses of illness and health (McGibbon et al. 2014) . Health workers are positioned within wider care systems. Identifying and deconstructing the attitudes and understandings of health workers is thus likely to help refute neo-colonial ideas/approaches that may further embed health inequalities (Mkandawire-Valhmu and Stevens 2007) . Such analysis, towards which this article makes a contribution, is an integral part of decolonising healthcare regimes (McGibbon et al. 2014; McEwan 2001) .
Value of a feminist geographic lens
The findings in this article reveal the prevalence of strong, sometimes unconscious, gendered and classed assumptions and stereotypes, among educated healthcare professionals. There was a tendency to make blanket generalisations and not well problematise claims or categorisations (the stay-at-home housewife, the peasant, the working class, Figure 3) . A feminist analysis tries to reveal and disrupt notions of such a 'homogenous category' (Brah and Phoenix 2004, 82) , whether that is of women or men, of the poor, the rich. It is also a reminder that, just with femininity, 'masculinity is neither homogenous as a concept nor in terms of its impacts' (Sharp 2007, 386) . My FGD data certainly reveals such homogenising thinking but also shows some disrupting of such designations through humour and contestation (see Table 3 ).
While not advocating to ignore materiality, a material feminist analytical approach recognises the importance of socio-cultural-political implications of concepts, such as food, work, femininity, masculinity (Nagar et al. 2002) . My data reveals and explores such varied local cultural and political meanings, for example that 'when you are big you are more respected' (Figure 1) , or the assumptions around provider man or the suppressed woman (Figure 3) . What was also apparent in the initial discussions surrounding overweight was that even healthcare professionals first assumed this to be a sign of health and wealth. After further probing an 'aha' moment ran almost visibly around the room (field journal). I understood this to signify that participants realised they had been making assumptions. This in itself is quite revealing of local healthcare knowledge and discourse (McGibbon et al. 2014; Dowler and Sharp 2001) and is likely spatially and culturally constituted (Massaro and Williams 2013) . It is also a clear example of the co-constructed nature of inquiry (Holliday 2016) .
In the spirit of feminist geographic analysis, this study has uncovered some of the implicit assumptions about gender, class or other dimensions of difference in the context of Mbale and Mbarara at this time. These interact in varied and personalised ways to influence the structuring 'of thought, of knowledge itself' (McDowell 1999, 13) . A feminist approach investigates the manner in which power operates as a 'way that links the discursive aspects of identity and representation to the lived realities of individuals and community' (Massaro and Williams 2013, 569) . In these Ugandan cities we see focus group participants making claims of the limited spatial range and social value of 'women' and 'housewives' (Figure 3 and Table 3 ) who stay home doing nothing, as an example of McDowell (1999) and Massey's (2004) mutually constitutive and relational socio-spatial practices. 'Men', 'providers', the 'rich man' and even 'irresponsible disinterested men' are assumed to have a wider spatial reach, and to shoulder the burden of care, stress and accumulation (Figure 3 ) in order to fend for dependents (Table 2) , that is, women, children, elderly (Barratt, Mbonye, and Seeley 2012; Wyrod 2008; Miller et al. 2011) .
The claims made about women's behaviour in relation to food and eating practices: 'they eat the best bits', they 'eat too much', or they 'may eat a bone on the plate' while 'the man is catered for' (FGD transcript, Uganda 2017) are provocative. Such assertions chime with findings from Riley and Dodson (2016) who describe intimate interactions between gendered and spatialised urban identities and varying Malawian food cultures and traditions. The claim that women's spatial relation to the urban environment is more circumscribed than men's, centred around home, or market (Figure 3 ) is also not new (Riley and Dodson 2014) . The positioning of men's disregard for the care of the family and their poor health seeking behaviours (FGD transcript, Uganda 2017) are also examples of gendered constructions. Such propositions within these FGDs make apparent a partial view (Hiemstra and Billo 2017) of some of the ways that gendered assumptions structure thoughts around food, bodies, health (McDowell 1999) in these two Ugandan towns.
An intriguing aspect of the propositions of the FGDs was the implicit suggestion that the idle dependent housewife, and the irresponsible, disinterested man (Figure 3 and Tables 2 and 3) were particular new creatures of the urban environment-a socio-spatial creation of the daily material conditions of the city (Massaro and Williams 2013; Moss 2002; McDowell 1999) . Health professionals suggest that these lazy creatures would be unable to exist in the harsh lived reality of Ugandan rural contexts. My data does not allow further investigation of these 'new' urban beings in the Mbale/ Mbarara context-how common or uncommon they are, whether more fictive or more real. Future work could further investigate this representation of such supposed new and specifically urban Ugandan men and women.
Conclusions
Reflecting on my findings, I found myself wondering whether policymakers would share the tendency to think in the uni-dimensional way so vividly depicted in the focus groups. If so, how might this influence how policy is designed? To bring it closer, for whom might a policy to stem a growing burden of non-communicable disease in urban Uganda be designed? Is it for the (largely fictional?) not-working, not-moving, just eating, expectant housewife, or is an intervention designed with intersectionality in mind? To my mind, a policy targeted at one-dimensional representations of who is at risk and why, are likely to fail.
In this article I have used a feminist geographic lens to analyse the constitution and contestation of the knowledge, understandings and discourses of healthcare professionals regarding the food environment and material healthrelated issues in urban Uganda. I have tried to show how such a lens, and an intersectional appreciation of people in places, may be advantageous to food and health-related research and policy-making. Findings from both a thematic content and a group-interaction analysis make explicit how groups of healthcare professionals in these two intermediate-sized cities (Mbale and Mbarara), had a tendency to assign highly classed and gendered assumptions of bodies and behaviours. This permeated down to such mundane topics as who does the food shopping, and what (and how often/how much/in what form) people ate. The work uncovers and deconstructs a dominant patriarchal tendency towards 'gendered and classed discourses of blame' (Warin 2015, 54) towards women and mothers, particularly regarding obesity. I sought to interrogate, embody and emplace these understandings, and the macro-rhetoric of nutrition transition, in the 'everyday lives of real people' (Massaro and Williams 2013, 567) in line with calls from feminist geographers.
The feminist geographic lens I apply reflects the hallmarks of a feminist approach, being concerned with interrogating power relations, geographic scales, a suspicion of binaries, a preference for relational analysis and a grounded contextual understanding (Nagar et al. 2002; Massey 2004) . Some of the healthcare professionals' representations of 'passive women and places' (Nagar et al. 2002) are created by spatialised discourses and in turn further perpetuate such representations. Some of the focus group participants clearly wished to depict women (very especially urban housewives) as passive. Yet these same individuals also showed willingness to reassess some of their everyday unproblematised assumptions and I found this encouraging, as, I believe, did the participants. 1538 H. MACKAY
